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The Newfoundland and Labrador Midwives Association's three 
executive positions were filled by acclamation. Shirley Solberg, 
who is not a midwife but is a paid-up member of the Association, 
acted as the Nomination Committee person. 
Executive committee 
President: Pearl Herbert 
Secretary: Karena Tweedie 
Treasurer: Pamela Browne 
To former Alliance members who used to received the Newsletter 
but have not joined the Newfoundland and Labrador Midwives 
Association; it is not too late to join. A membership form is at 
the back of this letter. 
Included with this mailing are reports of Midwifery across the 
country and the FAS/FAE committee on which I represent midwives. 
There is a summary which I have written about NAFTA (although I 
still have much to learn). In June the Canadian Confederation of 
Midwives/Confederation Canadienne des Sage-Femmes (CCM/CCSF) will 
be represented at the Third International Conference on the 
Regulation of Nursing and Midwifery "Regulation Across Borders: 
Enhancing Public Service Through International Collaboration". Free 
trade will be addressed in one of the sessions. Also included is 
the "Early Hospital Discharge of Mothers and Newborns" paper from 
CICH. The CCM/CCSF did not endorse the early discharge position 
paper from the Canadian Paediatric Society (printed in the July 
1996 Alliance Newsletter) and has a committee working on an early 
discharge statement which will be presented at the CCM/CCSF annual 
meeting. We will then need to review the CCM/CCSF statement, so 
please keep the CICH paper to use as a comparison. 
CCM/CCSF Annual Meeting 
June 7, 1997 
Guild Inn, scarborouqh, Ontario 
(Following annual meetinq of the 
Association of Ontario Midwives) 
Those who completed the nomination forms, and/or wrote notes, 
requested a Newsletter. Therefore, in late June I will assemble one 
to mail to members of the Midwives' Association. Please let me have 
materials for this by May 23, 1997. Also, I would appreciate 
receiving the views of members regarding what should be the 
objectives for this Newsletter and what materials should be 
included? (Two pages only would be insufficient for cross-country 
reports and i terns from other committees on which midwives are 
represented). Should there be articles and news items on breast 
feeding and other relevant topics? 
Friends of Midwifery 
Meetinq 7.30 pm on April 2, 1997 
at 9 Bonnycastle Crescent, St. John's 
for details phone: 576-0642 
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We are going to need funds. One possible suggestion is a 
workshop organized on a "shoe string" budget. We have competent 
people who could be invited to present and we could also include a 
skills session. Is a workshop an acceptable idea, and if so, when 
would be a good time to have such a workshop so that it does not 
"clash" with other conferences? 
Goose Bay and area have farmed a Chapter according to the 
Association's constitution. We now need to have a meeting and the 
ideal would be if we could contact members around the province. 
However, it would cost $100 per hour for 4 or less sites and 
between $125 and $150 per hour for 5 or more sites (plus taxes?) if 
arranged through telemedicine. Any suggestions? 
Pearl represents midwives on the Breastfeeding Committee for 
Canada (BCC). November 18-21, 1998, is a suggested date for the 
Baby F~iendly Initiative launch to be held in Vancouver. On the 
agenda for the BCC telephone meeting on March 21 is the Canadian 
Paediatric Society's letter that is being sent to parents informing 
them that CPS has joined with Mead Johnson to produce a book for 
mothers with "Questions and Answers" on subjects such as breast 
feeding. Until the WHO Code regarding breastmilk substitutes is 
legalised it is going to be disregarded, to the detriment of many 
babies. Also it is noted that several of the main sponsors of the 
AWHONN conference in Washington are the companies which supply 
formula (see the January 1997 Alliance Newsletter, p.8, for names). 
In April Clare Bessel! and Roma Quinton will be advising past 
members of the Alliance regarding the disbursement of the funds and 
who was given money to attend conferences. 
If you have not yet joined but wish to be part of the 
Newfoundland and Labrador Midwives Association (non-midwives can be 
Associate Members) and want to keep current with happenings in the 
province and across the country, complete the membership form and 
send it with your cheque to Pamela Browne, Treasurer. If you have 
already joined your receipt is included with this letter. 
Pearl Herbert, c/o School of Nursing, 
Memorial University of Newfoundland, St.John's, NF AlB 3V6 
Midwifery Report, March 1997 
British Columbia. In May 1993 the Minister of Health announced 
midwifery legislation for autonomous midwifery. In March 1995 a 
College of Midwives of British Columbia was established and in 
April 1996 the government announced that midwifery would be a 
public funded service. The College of Midwives of British Columbia 
(CMBC) re-submitted their By-Laws to the Government for approval. 
When approval is given they can call for applicants for 
registration. At present there are consultants, at arms-length from 
all of the midwives who wish to register, studying the North 
American Registry of Midwives (NARM) examination. For licensure 
each registered midwife will need to purchase liability insurance 
through the Midwives Association of BC insurance program (with 
Marsh and McLennan Insurance Brokerage) at a cost of $4,000 per 
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midwives is expected to be ready by April 1997. The BC Women's 
Hospital, Vancouver, is looking towards establishing a Department 
of Midwifery. The Ministry of Health is dealing with many other 
implementation issues such as referrals, pharmacare, diagnostic and 
laboratory testing, with the aim of having these issues resolved by 
the time the CMBC is ready to register midwives. At present there 
are no plans for an academic midwifery program in BC. 
Alberta. Legislation is for autonomous midwives. It is 
expected that implementation will occur at the end of the year. 
Midwifery education will be in partnership with McMaster University 
and will be based in Edmonton. The first students will be admitted 
in 1998. The NARM examination was used for pre-registration 
assessment and it was found that the examination was poorly 
constructed, and it did not reflect what was required to practice 
midwifery in Alberta. The marking is on a bell curve according to 
the location and so there are always failures even though their 
marks may be higher than those who live in another location and 
pass. There is no control over the examination marking. The scope 
of practice is not adequately examined, e.g. medications not 
included in the examination, although these are part of the Alberta 
midwifery legislation. Even if the examinations were revised there 
would still be the problem with the bell curve. 
Saskatchewan. In August 1994 the government announced the 
formation of a Midwifery Advisory Committee and this committee 
submitted their findings, which included autonomous midwifery, to 
the government in May 1996. Their report is currently being 
reviewed by the cabinet. 
Manitoba. In May 1994 the government announced legislation for 
autonomous midwifery. The Midwifery Implementation Committee has 
submitted their report and legislation is before the Manitoba 
provincial government for this spring sitting. Implementation could 
be in 1998. A needs assessment is being carried out and the skills 
are being developed that will be needed for competency based 
modules. The Association of Manitoba Midwives has sent a letter to 
the Manitoba Midwifery Implementation Council (MMIC) expressing 
their concerns regarding the acceptance by MMIC of the NARM 
entrance requirements. NARM has 10 home births listed as a 
necessity prior to being accepted as a possible candidate, which is 
not possible for many midwives to accomplish prior to legislation 
being passed. Now NARM has conceded that either 10 home or hospital 
births in 5 years would be acceptable, which is still not realistic 
as it is required that more than two births a year be attended. 
Ontario. Autonomous midwifery was implemented on January 1, 
1994. The midwives have to be licensed by the College of Midwives 
of Ontario and be members of the Association of Ontario Midwives. 
To be licensed they are also required by government to have 
liability insurance which is provided by Marsh and McLennan 
Insurance Brokerage. The first students entered the undergraduate 
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degree programme, provided by a consortium of three universities 
(McMaster, Ryerson, and Laurentian) in September 1993 and graduated 
in 1996. Since November 1996 the College of Midwives of Ontario has 
registered the first Prior Learning Assessment (PLA) midwives, who 
have found placements in practices throughout Ontario and are 
integrating into existing practice groups. The application process 
for PLA will begin its second cycle irt April 1997. 
Quebec. Bill 4 was passed in 1990 to allow eight project sites 
around the province to operate for 5 years. The midwives who wished 
to practice at these sites had to take government examinations, 
both theory and oral prepared by physicians and set at levels 
appropriate for medical residents. The midwives who passed the 
examinations were considered qualified to work at the project birth 
centres. Due to illness of midwives one of the sites had to close 
but seven have continued and are now due for their · final 
evaluation. In the mean time, the midwives who did not qualify or 
who did not sit the examinations, are continuing to attend home 
births. Now the Quebec government has approved in principle to 
legalise midwifery. They are exploring the possibility of using the 
McMaster model, and hope to admit the first students in September 
1998. This will be a 4 year degree programme, for students aged 21 
years or older, and nursing is not a requirement. The programme 
will be based at Trios Riviere. 
New Brunswick. Although midwifery is said not to be an issue, 
the CCM/CCSF has received a letter stating that several people from 
various areas of the province have been seeking midwifery care. 
Prince Edward Island. Midwifery here is also said not to be an 
issue but the CCM/CCSF has received a letter regarding a pregnant 
woman who is seeking midwifery care. 
Nova Scotia. In April 1996 the government announced that the 
Reproductive Care Program would be assessing the need for midwives. 
The practising midwives are kept busy attending home births. 
• 
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Newfoundland. The government advisory committee on midwifery 
reported in May 1994 and recommended autonomous midwifery. The 
present Minister of Health does not consider midwifery to be an 
issue. The present government ministers do not even know of the 
report. Pregnant women continue to request midwives to attend 
births. The outline for a distance education midwifery degree 
programme, as a second degree for nurses, is being developed. 
Northwest Territories. The government has provided guidelines 
for Regional Health and Hospital Boards regarding prenatal care and 
midwife-assisted births. Births should occur as close to home as 
possible and made available in the NWT where appropriate and 
feasible; but home births are discouraged. There must be policies, 
procedures, and insurance coverage. The midwives, who need not be 
nurses, must be registered by a Canadian College of Midwifery. They 
must have a minimum of one year's postgraduate midwifery experience 
and have practised midwifery within the last 2 years. 
North American Free Trade Agreement CNAFTA). 
Much is heard about NAFTA and its effects on commerce and 
professions. The following is a very brief summary about NAFTA 
taken from only four documents for which I thank Heather Hawkins 
and Pegi Earle (ARNN), and Margaret Risk (CONO). I should 
appreciate feedback. 
An Overview and Description (August 1992) 
History. In early 1990 Mexico and the United States had 
informal discussions about a free trade agreement and a commitment 
was entered into in June 1990. After further discussion benefits 
could be seen if Canada was included and so preliminary trilateral 
discussions commenced in February 1991. On June 12, 1991, the trade 
ministers of Canada, United States and Mexico met in Toronto to 
open negotiations for a North American Free Trade Agreement, and 
just over a year later the agreement was completed. It was 
proclaimed to be in force in Canada on January 1, 1994. 
Coverage. NAFTA extends the benefits of the previous Canada-US 
Free Trade Agreement to include Mexico and "it is Mexico that will 
have to undertake the most extensive changes in its laws and 
practice" (p. vii). In the past Mexico had better access to 
Canadian markets than Canada did to Mexican markets, but NAFTA now 
provides equal access. "NAFTA. is thus not only good trade and 
economic policy, but also good foreign and development policy. By 
helping developing countries in the hemisphere to adopt the 
necessary tools to restructure and modernize. . . . We will also 
create conditions for positive human, environmental and community 
development in a country less prosperous than our own" (p. v). 
"Each country maintains its rights to protect the permanent 
employment base of its domestic labor force, to implement its own 
immigration policies and to protect the security of its borders" 
(p. 16). 
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Health Services. "Canada maintains its ability to provide 
government services, including social and health services" (p. vi) 
and "the three countries . . . have affirmed their commitment to 
work together to advance workers' rights and promote high labour 
and other standards through co-operation developed parallel to the 
NAFTA" (p. x). "The three countries have agreed not to use 
standards-related measures as unnecessary obstacles to trade, and 
will cooperate and work towards the enhancement and compatibility 
of these measures in the free trade area" (p. 7) • "The NAFTA 
countries will work jointly to enhance safety, health and 
environmental and consumer protection" (p. 8). "Each NAFTA country 
must treat service providers of the other NAFTA countries no less 
favorably than it treats its own service providers in like 
circumstances. . . . A NAFTA country may not require a service 
provider of another NAFTA country to establish or maintain a 
residence . . . in its territory as a condition for the provision 
of a service" (p. 10) . 
Licensing. "Commencing two years after implementation of the 
Agreement, a NAFTA country will remove any citizenship or permanent 
residency requirement for the licensing and certification of 
professional service providers in its territory" (p. 11) . "Each 
country must seek to ensure that its licensing and certification 
requirements and procedures are based on objective and transparent 
criteria such as professional competence, are no more burdensome 
than is necessary to ensure the quality of the service and are not 
in themselves a restriction on the provision of the service. This 
section also provides a mechanism for the mutual recognition of 
licenses and certifications, but does not require a NAFTA country 
automatically to recognize the credentials of service providers of 
another country" (p. 11) if those qualifications were obtained in 
a non-NAFTA jurisdiction (CONO, 1994, p. 2). 
Implications of NAFTA on Canadian Nursing Registration Policies and 
Procedures. Briefing Notes (College of Nurses of Ontario, 1994) 
Li censure. " 'State/provincial license is defined as any 
document issued by a state or provincial government (not a local 
government) that' permits a person to engage in a registered 
activity or profession. • . • whether the reference to "Registered 
Nurse" in the Agreement is a generic reference meaning a nurse who . 
is registered in the province or state as a nurse, or whether it is 
a reference to a protected title. . . . Some of the professions 
listed in Appendix 1603.D.1 do require a 'post-secondary diploma' 
which is defined as a credential requiring completion of two mor 
more years of post-secondary education. But this is not required 
for the 'Registered Nurse' profession" (p. 3). [It is not known how 
midwifery is listed in the Appendix]. 
"Putting the Provisions in Context. 
1. Any rights of temporary entry to Canada apply only to entry to 
the country. They do not give any rights to practice the 
profession if defensible provincial licensure requirements are 
not also met. 
.. 
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2. Entry to a province cannot be made conditional on having a 
prior job approval ... it also means that registering bodies 
do not have to check first whether there are Canadian nurses 
available for the positions. 
3. . .. A review by each provincial association or regulatory 
body of its entry to practice conditions and a documentation 
of their relevance to the public safety is indicated. 
4. The ability of a province to pass new laws relating to 
services not pre-empted. . . . 
5. Provinces are not required to have the same standards or entry 
criteria. • . . The onus of harmonization is on the 
professional bodies. 
6. The Agreement applies prospectively. Existing barriers to the 
three core trade provisions can be grandparented into the 
Agreement. . . . 
7. There are, however, conditions to maintaining these barriers: 
They must have been in place prior to January 1, 
1994, (the date the agreement came into force) and 
have continued to be in effect; and 
They must be formally listed or registered under 
the Agreement within two years (the end of 1996). 
Subject to the above reservations, no new non-conf arming 
measures can be established. 
Although the Agreement certainly promotes the removal of any 
non-conforming measures, a province is not required to do so. 
(CONO, 1994, pp. 6-7) 
Status Report on Relevance of National Trade Agreements for 
Professional Regulation (College of Nurses of Ontario, 1995) 
Reservations to Professional Services. Canada filed a 
reservation to give protection to Canada's "right to adopt or 
maintain any measures with respect to . . . the following services 
to the extent that they are social services established or 
maintained for a public purpose: income security or insurance, 
social security or insurance, social welfare, public education, 
publica training, health, and child care" (p. 2). "There are, 
however, varying interpretations on whether all health 
licensing/registration regulations would be sheltered by the 
general Canadian reservation" (p. 3). 
Ad Hoc Health Professions Group was established in 1994 to 
liaise with provincial and federal officials on the interpretation 
of the agreement, and its application to provincial licensing 
bodies. The Group is comprised of the Alliance of Physiotherapy 
Regulatory Boards, the Canadian Physiotherapy Association, the 
Canadian Dietetic Association, the Canadian Nurses Association, the 
Canadian Psychological Association, the Canadian Register of Health 
Service Providers in Psychology, the National Professional 
Psychology Consortium, the Association of Canadian occupational 
therapy Regulatory Associations, and the Canadian Association of 
Occupational Therapists. 
One of the main concerns of the Group is the federal 
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government's interpretation that the licensing provisions of these 
bodies are protected by the general Annex II reservation, and there 
is no need to register specific exemptions by the end of the year. 
Legal counsel retained by the group challenges the federal view • 
. . . However, it appears that the federal government has shifted 
its view and is moving to a position that only health services 
which are publicly funded are sheltered by the Annex II general 
reservation" (pp. 3-4). 
At the meetings with government it has been "evident that the 
federal officials, in particular, were not supportive of measures 
that hindered either cross provincial movement, or cross border 
movement. Potential regulatory concerns raised ... related to the 
degree to which provisions which prohibit local presence may 
impact: 
the ability to impose local standards of practice and 
conduct, and 
maintain a quality assurance program. 
No clear consensus was reached on whether or not these provisions 
are in jeopardy, but the government representatives indicated they 
would take the views of the group under consideration" (p. 5). 
An Assessment of North American Nursing. The Trilateral Initiative 
for North American Nursing (1996) 
Background. In 1994, after members of the Canadian Nurses 
Association and others had expressed their concern to government 
regarding professional requirements under NAFTA, the nurses from 
the three countries formed the Trilateral Initiative for North 
American Nursing, chaired by the American Commission on Graduates 
of Foreign Nursing Schools (CGFNS), and funded by thew. K. Kellogg 
Foundation. They have completed the first phase of the project 
which was to assess the present situation for nursing and the 
competencies required. Just to state the level of education 
required is not acceptable and so the required competencies have to 
be shown. They have to be careful not to discriminate against 
another country. This 1996 report focuses on standards for first-
level, general and advanced or specialty practice nurses. This 
detailed document considers and compares the forms of government, 
geography and demographics, and health care systems of each 
country. The past history, present situation, and future 
expectations of nursing are given for each country. The report ends 
with recommendations for the second phase; if there is money 
available. The Trilateral nursing group were meeting on March 3, 
1997, to finalise their document. 
Midwifery. In this report the Americans have listed midwifery 
as an advanced practice of nursing. "In some states, some 
registered nurses have additional legal authority to practice as 
advanced practice registered nurses (APRN's). Their scope of 
practice extends into areas traditionally regarded as medical 
practice • . . and involves specialization as a nurse anesthetist, 
a nurse-midwife, a nurse practitioner, or a clinical nurse 
specialist" (p. 165). Among the recommendations is to "Implement 
.. 
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the ICN framework to classify nursing special ties/subspecial ties in 
all three countries" (p. 238). 
Information System. Amongst the recommendations is one to 
"establish a trilateral, coordinated Information System with the 
following characteristics: culturally and linguistically 
accessible, centralized and ongoing, current, and technologically 
innovative" (p. 238). 
References 
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College of Nurses of Ontario. 
Trilateral Initiative for North American Nursing. (1996). An 
assessment of North American nursing. Philadelphia, PA: Commission 
on Graduates of Foreign Nursing Schools. 
Canadian Perinatal surveillance systems steering committee Pearl 
Herbert represents midwives on this committee. The following are 
from her notes of the meeting held January 21-22, 1997. 
LCDC has changed their focus from disease to health 
determinants. BC also considers health determinants rather than 
diseases. Emphasis is now on evidenced based decision making; 
returning to more specific decision making from population health. 
Reference was made to the article by Nutbeam, D. (1996, Nov/Dec). 
Improving the fit between research and practice in health 
promotion: Overcoming structural barriers. Canadian Journal of 
Public Health, 87(Supp. 2), S18-S23. Discusses a four stage model 
for program planning and evaluation where problems defined and 
prioritized, solution generated, solution tested, and solution 
maintained. Decisions about practice can be planned, but often are 
responsive or reactive to a particular problem. 
A meeting was arranged with government policy makers in 
Manitoba to discuss direct computer entry of data, and what 
indicators people would like to see collected. Dawn Fowler-Graham 
of LCDC has been invited to visit St. John's in April to speak to· 
representatives of the Department of Health regarding the CPSS. 
The collection of data from aboriginal areas and concentrating 
on First Nations for whom nurses on the reserves report information 
was discussed. Inuit and Innu are not First Nations. 
Information collected by Statistics Canada are on computer 
files which are being linked. However, some matching of births, 
deaths, stillbirths have to be done manually. Data are unavailable 
for Newfoundland prior to 1992. 
People are writing for the dictionary of indicators. 
CPSS will be presented at COGNN in April, and on June 25 at 
two sessions of the SOGC/CPS combined meetings in Halifax. 
The next CPSS steering committee meeting is September. 
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TEN LINKS FOR NURTURING THE FUTURE 
HUAUN RIGHTS AND RESPONSIBIUTIU 
Ensure that the human rights to anc;j the respon-
sibility for food security, for good health and a 
safe environment, particularly for women and 
children, are fully observed in order to protect, 
promote and support breastfeeding, and sound 
inf ant and young child nutrition. 
••• n ••• 
. ~ . 
FOOD SECURITY 
Enable all women to practise exclusive breast-
feeding from birth to about six months of age • 
Enable continued breastfeeding and appropriate 
complementary foods for up to two years of age 
or beyond, contributing to household food security 
• Strengthen government and citizens' actions 
that ensure adequate maternal nutrition and food 
security for all • Encourage production and use 
of appropriate indigenous co_mplementary foods. 
WOMEN'S EMPOWERMENT 
Develop innovative social support systems for all 
mothers, including adequate maternity legislation 
•Strengthen women's role in decision-making at 
·all levels and provide accurate information about 
infant and young child feeding. 
... 4 ... 
• • 
COMMUNITY PARTICIPATION 
Encourage the development of community sup-
port groups, including mother-to-mother support 
groups • Involve fully the community, including 
citizen groups, religious leaders and policy makers 
in educational partnership processes that 
empower all people to improve infant and young 
child nutrition, and thereby their own lives. 
... 5 ... 
• • 
BABY·FRIENDLY CULTURES 
Ensure that the practices recommended in the 
"Ten Steps to Successful Breastfeeding" as elabo-
rated in the Baby Friendly Hospital Initiative (BFHI) 
are implemented throughout the health care sys-
tem and by traditional birth attendants • Expa.nd 
the "baby-friendly" concept to antenatal clinics, pri-
mary health care services, work places and commun-
ities, creating an environment where every mother 
can naturally and easily breastfeed . 
..• ~ ... 
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INTEGRITY 
Refuse any gifts, sponsorship or support from 
manufacturers of infant feeding products and 
accessories • Cc;>ndemn advertising that exploits 
women's bodies and the use of products that 
cause waste and harm the environment. 
. .. 7 ... -
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INTERNATIONAL CODE 
Push for the implemention of the International 
Code of Marketing of Breastmilk Substitutes and 
subsequent relevant World Health Assembly 
Resolutions through the adoption and enforcement 
of strong national legislation or regulations • 
Protect consumers .. and healthworkers from 
misleading commercial promotion, free trade 
excesses and misinformation about Codex 
Alimentarius provisions. 
... 8 ... 
• • 
CAPACITY BUILDING 
Develop the capacity of health and child-care 
workers, nutritionists, government officials, social 
workers,, citizen groups and the community in 
general to understand breastfeeding and sound 
infant and young child nutrition needs • Ensure 
that primary health care staff, nurses, midwives, 
doctors, specialists and other health workers 
have adequate training in breastfeeding and sound 
infant and young child nutrition and support the 
International Code of Marketing of Breastmilk 
Substitutes, related resolutions and other 
appropriate international instruments . 
••• ft ••• 
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ADVOCACY 
Advocate for the implementation of sound national 
infant and young child feeding policies which 
include the promotion, protection and support of 
breastfeeding and the timely use of appropriate 
complementary foods• Involve the m.edia and 
citizens groups in creating social pressure for 
behavioural change towards supporting 
breastfeeding and sound infant and young child 
nutrition • Influence policies and an economic, 
social, political and physical environment that 
nurtures sustainable human development. 
NETWORKING 
Contribute to the creation of local and national 
networks of org·anisations, individuals and govern-
ment agencies working for sound infant and young 
child feeding, and broader issues' of child care • 
Link and integrate these networks with regional and 
international mo.vements from all sectors of civil 
society that seek to nurture a sustainable future. 
. World Alliance for Breastfeeding Action (WABA), PO Box 1200, 10850 Penang, Malaysia. 
Tel: 604-6584816, Fax: 604-6572655, Email: secr@waba.po.my 
.... 
NEWFOUNDLAND and LABRADOR MIDWIVES ASSOCIATION 
APPLICATION FOR MEMBERSHIP 
Name: 
(Print) 
All Qualifications: 
Full Address: 
Postal code: 
Telephone No. 
(work) 
E-mail Address: 
Work Address: 
Area where working: 
Retired: 
Unemployed: 
(Surname) 
1997 
Telephone No. 
(home) 
Fax No. 
Student: 
(First Name) 
List of Organizations of which you are a member (the Association 
receives requests from various organizations for representatives to 
review articles, attend conferences, be on committees). Your name 
would not be forwarded without your consent. 
Provincial: 
National: 
-------------------------------
International: 
I wish to be a member of the Midwives Association and I enclose a 
cheque/money order from the post office for: $~~~~~~­
(Cheques/money orders only (no cash) made payable to the 
Newfoundland and Labrador Midwives Association). 
Membership for midwives is $30.00 (as this includes the Canadian 
Confederation of Midwives fees which the Association has to pay) . 
Membership for those who are not midwives is $15.00. 
Membership for those who are unemployed is $10.00 
Membership for those who are residing outside of Canada $40 
(to cover the cost of the extra postage). 
Signed: Date: 
Return to: Pamela Browne, P.O. Box 112, Station A, Goose Bay, 
Labrador AOP lSO 
' 
' 
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Joint Statement: Prevention of Fetal Alcohol Syndrome (FAS) and 
Fetal Alcohol Effects (FAE) in Canada. Released October 16, 1996. 
Pearl Herbert represents the Canadian Confederation of 
Midwives/Confederation Canadienne des Sage-Femmes (CCM/CCSF) on 
this committee. The following is from her notes. 
On February 27, 1997, there was a meeting of the co-
signatories to the Joint Statement. The objectives were to: 
review past and current activities related to the Joint 
Statement; 
identify priorities for action and next steps in the process; 
discuss possible opportunities for partnership; 
share and exchange information in the area of FAS. 
To help in achieving these objectives participants were asked to 
provide a 5 minute update on their activities, and a written 
report. The points to be covered included: 
Current activities related to FAS/FAE; 
Future plans related to FAS/FAE; 
Distribution of the Joint Statement and feedback. 
The meeting commenced with a welcome by Carolyn Harrison, 
A/Chief, Family and Child Health Unit, Health Canada, and self-
introductions by all (24) who were present. Then Dawn Ridd, the 
coordinator of the Manitoba Committee on Alcohol and Pregnancy 
(Fax: 204-985-5844; e-mail:jridd@cc.umanitoba.ca) gave a 
comprehensive summary of what was happening in the provinces from 
Ontario westward and in the two territories. Apparently Quebec and 
the Atlantic provinces do not have such a well organized structure 
(or the funding?) 
Funding 
Rob Hyams, from Marketing and Partnerships Division, Health 
Canada (Telephone: 613-954-2681) spoke on "Developing Partnerships 
with the Private Sector". This was to give an idea of how 
individual organizations could obtain funding, an area about which 
he is always very knowledgeable (e.g. he was involved with the 
national breastfeeding poster campaign) . 
Resources 
There was discussion regarding having a central clearing house 
for materials as much of the funding is from Health Canada. The 
Canadian Centre on Substance Abuse (Telephone: 1-800-559-4514; Fax: 
613-235-8101) has had a bilingual FAS/FAE Information Service since 
April 1994. They provide FAS/FAE information on the internet at 
http: I /www.ccsa.ca/fasgen. htm and there is also an electronic 
listserv for the discussion of FAS/FAE issues at list@ccsa.ca and 
to join send a message requesting to join faslink (lower-case 
letters) . 
In Manitoba there is a Healthy Baby Month and monthly family 
teleconferences. (Telephone 204-786-1607 for information). The 
Manitoba FAS News is an information sheet and to be placed on the 
mailing list contact: Association for Community Living-Manitoba, 
Room 210-500 Portage Avenue, Winnipeg, MB R3C 3Xl (Fax: 204-789-
9850) . 
The College of Family Physicians of Canada have a child health 
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initiative which includes an "Alcohol Risk and Intervention" 
curriculum. The manual, leaflets and other materials can only be 
accessed by those who attend the training program. They are taught 
to use the CAGE tool. 
The Native Physicians Association in Canada (which receives no 
government funding) has developed a package entitled Caring 
Together (jointly funded by the Association and the Brewers 
Association of Canada). In the package there are posters, a video 
(32 minutes), discussion guide, and a container in which to place 
small handout cards. The message is that "The Native Physicians 
Association of Canada recommends that no alcohol be consumed during 
pregnancy". A few of these packages are still available to those 
who can use them; contact Dr. Vincent Tookenay (Telephone: 613-521-
6582; Fax: 613-521-6259) for details. 
The Canadian Public Health Association has many publications 
and videos in their resource centre but nothing on FAS/FAE. It was 
noted that recently the National Film Board has been advertising 
videos on the subject. 
In BC the Ministry of Education has produced Teaching Students 
with FAS/E: A Resource Guide for Teachers 
A recent report from the United States is edited by 
Streissguth, A. P. et al. (1996, August). Understanding the 
occurrence of secondary disabilities in clients with fetal alcohol 
syndrome (FAS) and fetal alcohol effects (FAE) . Final report. 
(Centers for Disease Control and Prevention. Grant No. 
R04/CCR008515). Seattle: University of Washington School of 
Medicine, Department of Psychiatry and Behavioral Sciences. 
Distribution of the Joint Statement 
All of the co-signatories had received their supplies of the 
Joint Statement and it was left to the members to decide how best 
to distribute them. The Society of Obstetricians and Gynaecologists 
of Canada (SOGC) (Telephone: 1-800-561-2416) had not agreed to co-
sign and therefore the Joint Statement was not distributed to their 
members. Andree Gruslin-Giroux had at short notice replaced Dr. 
Robert Kinch who was unable to attend because of medical reasons. 
She gave the reason for SOGC not signing the Joint Statement as 
that they do not agree with the last phrase in Recommendation 4 
which states that "the prudent choice would be to not drink alcohol 
during pregnancy". They consider that it should be the woman's 
choice. Also another problem, identified by both SOGC and other 
medical groups attending this meeting, is that physicians are not 
willing to identify a problem when no treatment can be offered; no 
centre or program to provide help for the person with FAS or FAE. 
They are collecting information and will have a session on alcohol 
at their June meeting in Halifax. 
The Royal College of Obstetricians and Gynaecologists (UK) has 
a statement which is less specific, but the other co-signatories 
consider that a clear message needs to be given and this was 
emphatically stated by both The Native Physicians Association in 
Canada who recommend "that no alcohol be consumed during pregnancy" 
and by the Pauktuuit Inuit Women's Association (Fax: 613-238-1787; 
e-mail: rgrey@comnet.ca) Sally Webster, the Substance Abuse 
Coordinator is trying to organize a "train the trainer" workshop in 
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the NWT but is having problems locating funding. They consider that 
small amounts are different sizes for different individuals, 
alcohol comes in different strengths (it can be over-proof, home-
brewed, etc.), and individuals react differently to alcohol. 
Research Findings 
Dr. Chudley of the Canadian College of Medical Geneticists 
(Fax: 204-787-1419; e-mail chudley@cc.umanitoba.ca) reported on how 
he had been asked by an aboriginal group to study FAS in a First 
Nations Community. This was able to be developed into a research 
project, for which community consent was given, so that graduate 
students could take part. Various measuring tools were used to 
measure the effect of FAS on school children. For these children 
46% had been exposed prenatally to alcohol and 30% of these were at 
high risk for FAS/FAE. When FAS/FAE were combined between 5% and 
9.5% children were effected. For behaviour problems those children 
with FAE had the most problems in school and the children with FAS 
were similar to other children with behaviour problems. When school 
performance was studied the children with FAS had poorer outcomes 
than children with FAE and children with other problems. 
Dr. Loock of the BC FAS Resource Society, Division of 
Developmental Paediatrics, Sunny Hill Health Centre for Children 
(Fax: 604-436-6538; e-mail: cloock@wimsey.com) had a slide 
presentation to illustrate a few of the many activities regarding 
FAS/FAE in BC. From a recent study they have found that people with 
FAS are entering the justice system; many prostitutes have FAS; and 
the life styles of those with FAS also put them at risk for 
acquiring HIV. The Law Foundation is currently funding the 
development of a FAS Guide for Justice System personnel. There is 
a plan to use the University of Washington model for the 
regionalization of diagnostic clinics in BC. 
Dr.Nansen from the Saskatchewan Institute on Prevention of 
Handicaps (Fax: 306-655-1449; e-mail: nanson@orion.sk.sympatico.ca) 
reported that they have on-going studies on nutrition, behaviour, 
school attainment, etc. Poverty affects child health and many of 
the women drink alcohol. Women who are abused also drink alcohol to 
blot out the memory of family violence. 
Jim Anderson of the office of Alcohol, Drugs and Dependency 
Issues, Health Canada (Fax: 613-957-1565), reported that questions 
regarding alcohol were asked in the General Population Survey: 25% 
of women had consumed alcohol when pregnant, more were older but 
younger women drank on social occasions; 40% of the women who drank 
reported that their doctor had said that a drink would do no harm; 
another 40% of the women drank because they had been persuaded to 
do this by their family members. 
Publications 
The Canadian Paediatric Society distributed the Joint 
Statement to their members and in April it will be in their journal 
Paediatric Child Health. 
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The College of Family Physicians of Canada's journal Canadian 
Family Physician had alcohol as the theme for the April 1996 issue 
and will be having the same theme for the April 1997 issue. An 
article by: Koren, G. "Alcohol Consumption in Early Pregnancy" was 
in the November 1996 issue of the Canadian Family Physician, 42, 
2141-2143. 
The Canadian Confederation of Midwives (CCM/CCSF) . The first 
meeting since the copies of the Joint Statement has been 
distributed does not take place until a week after this Ottawa 
meeting. 
Following the July 1994 Joint Statement meeting in St. John's 
an article regarding FAS/FAE was written in the Alliance of 
Midwives, Maternity and Neonatal Nurses of Newfoundland and 
Labrador (the Alliance) newsletter. Also the article was included 
in news items sent to the CCM/CCSF representatives (who represent 
the midwives in their province or territory) . 
Plans had been made to include the Joint Statement in the 
April 1996 Midwives annual conference held in Halifax, but it was 
not released in time. There are midwife representatives ~rom each 
territory and province and a request was made for a number of 
copies of the Joint Statement to be sent to each Midwives' 
Association and to the contact (associate) members where no 
association exists. When the news release was received on October 
16 it was sent to all of the CCM/CCSF representatives. When the 
Joint Statement was received for the Newfoundland and Labrador 
Midwives Association a copy was sent with the January newsl·etter to 
the members of the Alliance (midwives, maternity and neonatal 
nurses) . A copy was also placed in the mail boxes of all of the 
faculty at the Memorial University School of Nursing. 
On October 22, 1996, the Consultants with the Newfoundland 
provincial government organized a half day FAS/FAE workshop in St. 
John's. Individuals from various organizations in the province were 
invited. Presentations were given to instruct those present about 
FAS/FAE. Two foster mothers spoke on the problems encountered when 
caring for children with the syndrome. This was followed by small 
group discussions where issues were identified and reported to the 
main group. At this workshop the new provincial pregnancy record 
forms were displayed and the TACE tool is on the back of these. 
A time when the Joint Statement would have been useful, but 
was not yet available, was in January 1995 when Women's Studies at 
Memorial University of Newfoundland had a Canadian guest who spoke 
on FAS. There were many American references and perhaps the Joint 
Statement would have enabled more Canadian content to be given. 
There is a need for a framework to satisfy both those who wish 
for a health model and those who want a feminist model. 
Conclusion 
During the afternoon participants were divided into small 
groups to study the Joint Statement recommendations and to identify 
future priorities and direction. Unfortunately I missed the group 
reports, and the establishing of key priorities for the future, 
because the meeting was running late and I had the 5 p.m. plane to 
catch (the last one which makes the connection to St. John's). 
.. .. 
' 
• • 
' , • 
. 
( 
• 
. ;_t, ':~.,. 
... ..... 
Volume 2,~o. 1 
• 1 ction 
A series by the Canadian Institute of Child Health 
.• . . 
Early Hospital Qischarge 
of Mothers and Newborns 
by 
Janet Rush 
December 1 0, 1996 
Canadian Institute of Child Health, 885 Meadowlands Drive, Suite 512, Ottawa, Ontario, K2C 3N2 Tel: (613) 224-4144; Fax: (613) 224-4145 . 
"" -
- - - , 
Early Hospital Discharge ... t3 
of Mothers and Newborns 
: 
BY JANET RUSH 
Overview 
During the last two decades, postpartum hospital stays for mother and baby have declined dramatically (from 
four to five days in the 1970s to one to two days in the 1990s). As a result, early discharge programs-a set 
of home services offering assessment, support and parent education-evolved as a substitute for in-hospital 
services. While some early discharge programs have reported successful outcomes, others have clearly failed 
Reports of readmission of infants, problems breastfeeding, parents' difficulties adjusting and maternal 
dissatisfaction emphasize the need to couple short hospital stays with planned, collaborative community 
support strategies. In this paper Janet Rush discusses specific strategies for communities to consider which will 
ensure a successful transition from the hospital to the community for mother and baby. 
r 
The Postpartum Period 
The early days following childbirth are 
formative for the new mother and baby. 
Common challenges identified by mothers 
include: 
• isolation 
• fear or insecurity about infant care 
• where to go for help 
• breastfeeding 
• role adjustment 
• fatigue 
• sibling and partner adaptation 
• body image 
• nutrition 
• the need for peer support. 
While mothers vary in their individual strengths, 
supports and experience, there are basic 
fundamental needs that must be met during the 
postpartum period, regardless of whether the 
venue for birth is the hospital, home or a birth 
centre. Programs, protocols and procedures for 
maternal and newborn care in hospitals and 
communities are generally organized around the 
following needs: 
Rest and recovery from the physical 
exhaustion of pregnancy and the birth 
experience; 
An assessment of the physical health of the 
mother and baby; 
Support for the mother, baby and family 
during the period of adjustment; 
Accessible education for the mother (and 
family) concerning personal and baby care; 
Procedures such as: eye prophylaxis; 
immunization (Rh, rubella, Hepatitis 8); 
vitamin administration (Vitamin K); testing 
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(PKU/thyroid); and assessment of safety 
and security (i.e., car seats, potentially 
violent home situations, and substance 
abuse) which would be organized through 
maternal and nevvborn care programs. 
Many variations exist depending upon provider 
preferences, geographical setting (urban/rural, 
north/south), length of hospital stay, unique 
population v~riables, available resources and, 
increasingly, input from parents in the program 
planning process. Hospital and community 
collaboration is vital to the success of a healthy 
transition to family life with the new baby. 
Early Discharge Programs (EDPs) 
Over the past two decades, postpartum 
hospital stays for mother and baby have seen 
a dramatic decline-from four to five days in 
the 1970s t o one to two days in the 1990s. 
Early discharge programs evolved as a response 
to mothers who wished to leave hospital 
sooner than the conventional norm. 
For well-supported mothers who fit specified 
criteria (generally a normal pregnancy and birth 
at term) and who opted for a short stay, a set 
of home services were coordinated to replace 
standard hospital program activities, such as, 
assessment, support and parent education. 
_. 
The outcomes of early discharge programs 
(when combined with community support) were 
found to be safe and satisfying for those who 
choose them-as well as efficient and 
economical. 
Data on such variables as maternal and 
newborn physical health, adjustment, hospital 
readmission rates and breastfeeding have been 
positive. It has been concluded that early 
discharge program success rests on: 
+ the parents' choice and involvement in the 
decision regarding length of hospital stay; 
+ appropriate screening (for defined criteria of 
health) of the mother, the newborn and the 
family support system; 
+ a strong community support component for 
contact/follow-up, teaching, problem 
solving and assessment; and 
+ the availability of professional staff 
(experienced in maternal and newborn care) 
and community health services working 
within the conceptual frarr1ework of family-
centred maternity care. 
Within the last decade, however, administrative 
mandates across the country have given rise to 
non-voluntary short hospital stays with less 
positive results. Observations and written 
reports of readmission of infants, problems 
breastfeeding, parents' difficulties adjusting and 
maternal dissatisfaction emphasize the need to 
link short hospital stays with planned, 
collaborative community support strategies 
which are fl~xible to the needs and plans of the 
parent. 
Professional groups, consumers and hospital 
committees are working together to consider 
the issues of length of stay, postpartum health, 
continuity of care, prevention of illness and 
creative community follow-up strategies. Given 
variations in regions, population/social 
variables, and resource allocation, there is no 
one perfect program. 
Nonetheless, a comprehensive program of 
community support for early discharge mothers 
should include: 
1. Information for the prenatal parent, 
including: details on the hospital's usual 
length of stay; a list of the community 
resources available (especially related to 
breastfeeding); and suggestions of how to 
prepare family and home for the new baby. 
2. A comprehensive review (based on specific 
criteria) of the mother's health following 
birth, as well as potential health or social 
problems of the mother and baby; 
3. An assessment (performed by a trained 
health professional in collaboration with the 
mother prior to homecoming) to determine 
the readiness for coping at home and the 
need for community support and referral . 
The Canadian Institute of Child Health 2 
Identifying Data: 
mother's full name, age, address, phone number, partner name (and relationship), temporary address, if applicable 
last name of the newborn (if different from the mother 's name) 
t h& family (partner, children or others in the home) 
languages spoken (who in the home is available for translation) 
specific cultural beliefs related to maternal and newborn care 
Pregnancy /Birth Data: 
history of previous pregnancies, complications of pregnancy 
prolonged membrane rupture or labour 
anaesthesia 
- type of birth, instrumentation, complications 
condition of the perineum/abdominal incision 
Maternal Information and Needs: 
Rh Immune Globulin given (if needed) 
Hepatitis status (if positive) 
current involvement with community agencies 
method of infant feeding (breastfeeding history if multipara) 
identification of concerns (drug dependencies, history of mental health problems, other medical 
problems, suspected or actual/potential violent home situation, previous postpartum depression) 
observation of parents' handling of the newborn; concerns regarding competence and confidence 
needs for medical or nursing treatment (dressing changes, wound assessment, blood testing, IV administration) 
needs for support (homemaking, nursing visits, meals, community group, phoneline) 
Rubella titre/vaccine if indicated 
written information given 
need for language specific services 
Newborn Information and Needs: 
sex, gestational age, birthweight, apgar scores 
status of screening and specifically indicated procedures: PKU/Thyroid, Hepatitis B vaccine/Immune 
Globulin, Vitamin K, Coombs test 
feeding status (breast or formula) - if breastfeeding, identify concerns with latch, suck, lethargy (if any) 
skin colour/jaundice 
abnormalities 
- treatment needs/procedures (i.e., circumcision care, cord clamp removal, medical follow-up) 
discharge weight 
safety issues (crib/car seat, potential or actual violent home situation) 
4. Written easy-to-read information describing 
the signs of good health (and of potential 
problems) of newborns and mothers, as 
well as follow-up details for health care 
providers and a directory of phone numbers 
to access community support. 
5. A referral to community agencies or groups 
based on maternal/family assessment. 
6. A program evaluation to measure: parental 
satisfaction; effectiveness of the program in 
assisting with maternal confidence and 
adjustment; prevention of morbidity; and 
hospital readmission. 
Hospital to Community Transition 
Virtually all women give birth in a hospital 
setting. Thus, hospitals play a key role in 
assessment, risk identification and community 
referral. Regardless of the length of hospital 
stay or the mother's option for early discharge, 
there is a clear responsibility to document the 
physical health of the mother and newborn, the 
readiness for maternal and infant care, and any 
follow-up arrangements with community care 
provider(s). Check-off information sheets initiated 
by the hospital staff are necessary (and 
invaluable) for consistent care. Essential elements 
of the referral are detailed in Table 1. 
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Early Discharge Program Development: 
Strategies for Consideration 
Prenatal preparation, postpartum care and 
successful transition to the community are not only 
key to promoting a healthy new beginning for the 
family but also to preventing early maternal and 
newborn morbidity. 
While the strategies for assisting families in the 
early postpartum period are varied in their nature, 
the underlying issues relate to infant feeding, care 
and protection, obtaining help when needed, 
education and rest. Outcomes or indicators of 
postpartum health form the basis of professional 
assessment and program evaluation of 
effectiveness. See Tables 2 and 3. 
Examples of strategies follow which communities 
have considered when planning for a successful 
transition to the community for the mother and 
baby. 
+ Phonelines 
Often called "warmlines" or "hotlines", telephone 
access numbers have been initiated by many 
communities for new parents. Parents have 
questions, day and night, about personal and 
infant health issues. In most instances, the 
questions relate to community resources, 
breastfeeding, infant crying, coping at home and 
the need for general reassurance. 
Phonelines can be opened to parents in the 
hospital postpartum ward or under the auspices of 
public health units, parent organizations, the 
LaLeche League or medical centres. 
+ Prenatal Hospital 'Visit' Programs 
Modeled after pre-operative ambulatory clinics, 
prenatal hospital visits are invaluable. The visit will 
allow the mother to learn about community 
resources, breastfeeding support, social work 
intervention, care options during childbirth and 
postpartum, as well as the preparations needed to 
bring home and care for her newborn (including 
regulation cribs and car seats). This visit will also 
enable the mother to become familiar with the 
hospital environment. 
The information gained by the visit should be kept 
with the prenatal file at the hospital and used upon 
admission, and again with the community 
referral-reducing duplication and enhancing 
continuity of care. Copies of the information and 
planning forms can be carried by the mother for 
her reference. 
+ Electronic Communication/Information 
Fax and e-mail have been a useful means of 
expediting referrals, agency to agency. As well , 
agencies can work in collaboration to develop 
parent information packages via home computer 
access using the 'Internet' or the community 
'Freenet'. 
These information packages are valuable to 
professionals and parents alike. Some 
communities have well-advertised, direct-dial 
telephone information messages for common 
questions or problems experienced by parents in 
the early postpartum period. 
+ Professional Home Visits 
A traditional follow-up feature in maternal and 
newborn care is the home visit by the nurse or 
midwife. The professional records observations of 
the mother, newborn and family according to basic 
postpartum needs and indicators (Tables 2 & 3). 
The length and frequency of visits vary with the 
needs of the family and program specifications. 
Referrals for home visits are made by hospital 
staff, community liaison staff or by the mother 
herself and often are governed by 'urgency' ratings 
per assessed need. In some areas, home visiting 
has been discontinued or replaced with options 
where mothers travel to the professional service. 
Given these changes, some hospitals have 
initiated home follow-up by their childbirth staff for 
mothers in need as identified by criteria for risk or 
additional support. If the mother has no phone, a 
visit within 48 hours of discharge is advised. 
Early Phone Follow-up 
A phone call to the mother within 24 to 48 hours of 
hospital discharge can assure that the postpartum 
plan is in place and working well, especially with 
regard to infant feeding and maternal well-being. 
The interview may result in a referral to a 
community service for intervention, such as a 
home visit. 
The Canadian Institute of Child Health 4 
+ Postpartum Clinics 
Usually staffed by nurses, clinics are run for 
drop-in (or scheduled) visits by mother and 
baby. The clinic program can be structured for 
health assessment, episodic problem solving, 
Of Mother 
Physiological Outcomes: 
- normal hemoglobin, no fainting/dizzy spells 
- mother ambulating well 
- lochia decreasing in colour and amount by Day 3 to 5, with 
no foul odour or itchiness 
- uterine fundus: firm, midline, contracted 
- voiding at least once prior to hospital discharge, bladder 
feels empty following voiding, no painful urination 
- resumption of normal bowel function; bowel movement by 
Day 2 to 3 (vaginal birth), Day 3 to 5 (cesarean birth) 
vital signs within normal limits 
- perineum healing: no redness, pain, induration, swelling 
skin edges (episiotomy, tear, incision) well approximated 
- nipples soft and supple 
- breasts soft (Day 1 to 2), filling (Day 3 to 4), fullness 
evident, engorgement controlled 
- pain controlled by oral medication 
Emotional Adjustment: 
- knows who to call when in doubt or need (friends, family, 
community resources, health care professionals) 
is aware of the events of the birth 
demonstrates beginning confidence m basic baby care 
no feelings of profound unhappiness regarding the birth or 
her role 
states she feels safe at home 
able to sleep between infant feeds 
referral, support or advice. The clinic should be 
community-based with easy access in terms of 
parking, modifications for the handicapped and 
with attention given to areas for family privacy. 
Of Newborn 
Physiological Outcomes: 
- vital signs within normal limits and stable 
feeding every two to four hours, content between most 
feeds; prior to hospital discharge at least two feeds have 
been managed independently (latched on, suckled well) or 
referral, support and follow-up has been arranged 
no jaundice in the first 24 hours 
meconium stool within the first 24 hours 
bowel movements (Day 2 to 6) 
- urinating five to six times/day, urme pale yellow, no odour 
sleeping about 17 hours/day 
metabolic screening completed 
- if circumcised, mother knows who to call if baby has not 
voided within eight hours post procedure 
- no more than 10 per cent loss of birth weight 
Safety Outcomes: 
- regulation crib and car seat obtained (per federal Cribs 
and Cradles Regulations, 1 986; Canadian Motor 
Vehicles Safety Standards). Car seat inspected at the 
time of hospital discharge to have a sticker stating 
safety standards met. The infant 1s positioned in the car 
seat, harnessed appropriately. 
- parent demonstrates ability to feed, cloth and nurture 
- referral or follow-up will indicate concerns identified 
regarding potential violent home situation, neglect, 
parent isolation, lack of competence/ confidence 
parent has a "fixed" address or there is a record of the address where the mother will be staying following hospital discharge 
identification and follow-up re: history of parent mental health problems, previous child abuse, substance abuse 
referral to community services for identified needs re: breastfeeding, parent education, home safety issues, potential violent 
home situation, parent social support 
phone contact or professional home visit has been arranged if hospital stay is less than 48 hours 
- the mother has arranged a follow-up with a qualified health professional for the newborn (within one week) and a maternal 
assessment (within six weeks) 
mother is aware (including written information) of how to obtain support, emergency help and parent information 
- there are identified family, friends or other resources for support to the mother 
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+ Physician Follow-up 
Assessment by the physician is recommended by 
seven to 10 days for the newborn and within six 
weeks for the mother. Earlier visits to the physician 
depend on: the general health of the mother and 
baby; complications during pregnancy, birth or the 
postpartum period; and the availability of family 
and community supports. 
+ Community Maps 
A prominently displayed map of the town, liberally 
'dotted' with selected parent resources, is a 
popular and user-friendly strategy to help people 
visualize their community with new eyes as 
parents. 
Surrounding the map should be phone numbers 
grouped under headings such as breastfeeding 
services, legal services, food banks, libraries, 
parent groups, literacy resources, immigrant 
services, clothing exchange centres, public health 
units, home care agencies, warmlines, and other 
resources unique to the area. 
+ Breastfeeding Clinics or Centres 
One of the most important needs of the new 
mother is obtaining help and advice for 
breastfeeding. Clinics provide skilled staff (often 
certified lactation consultants) available to assist 
with problems and questions. 
+ La Leche League (LLL) 
LLL is a parent-led support group for breastfeeding 
mothers. Leaders are experienced mothers 
dedicated to helping others master the art of 
breastfeeding. Most phone books contain the 
phone number of the local chapter. Upon request, 
LLL representatives will make hospital visits. 
+ Postpartum Parent Support Program 
The Postpartum Parent Support Program (PPSP) 
is an education strategy sponsored by Health 
Canada. This resource can be purchased 
complete with parent booklets and information 
sheets and implementation information. Hospital 
and community professionals collaborate to 
provide consistent information based on the 
parent's selection of areas or topics to be reviewed 
or learned. It is modeled on the principles of adult 
learning and information 1s individualized 
according to community resources and parent 
need. 
.. 
+ Parenting Classes/Groups 
Like prenatal classes, some parents benefit from 
a group strategy to discuss parenting concerns in 
the early postpartum period. 
+ Other Strategies 
To address the need for maternal rest, both 
homemaking services and "meals-on-wheels" 
have been included in some community follow-up 
services. When available as an option, about 10 
per cent of mothers will request homemaking 
services. 
To ensure the well-being of mother and baby, the 
following programs can be implemented: home 
phototherapy (as an alternative to hospital 
readmission for hyperbilirubinemia); and home 
intravenous therapy programs (for the mother with 
postpartum infection or thrombophlebitis). Even 
lab technicians or nurses can be provided by some 
public health units or home care agencies to 
perform blood tests in the home. 
As well, rental depots for such items as car seats 
or breast pumps and parent-to-parent support 
programs involving paid staff and/or volunteers 
have been organized with success. + 
Janet Rush has written several articles on issues related to 
hospital routines in maternity settings, early care of mother 
and baby, quality assurance and infection control. She is 
currently Director of Nursing Research at St. Joseph's 
Hospital in Hamilton, Ontario. As well, Ms. Rush is an 
assistant clinical professor in the the School of Nursing at 
McMaster University and has worked on various projects and 
initiatives in maternal and newborn care with the Ontario 
Ministry of Health. She is presently enrolled in the Ph.D. 
program in nursing science at the University of Toronto. 
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The Canadian Institute of Child Health (CICH) is a national non-profit organization with a membership of more than 
550 individuals and organizations. Founded in 1977, the Institute is dedicated to improving the health and well-being 
of children and youth in Canada. 
A Voice For Children 
CICH programs are designed to ensure that children are born healthy and stay 
healthy into adulthood. Through research, advocacy and multilateral 
partnerships, CICH has taken a leadership role in: 
• monitoring child health 
• promoting the health of mothers and babies 
• studying the impact of the environment on children's health 
•preventing injuries 
·working towards the prevention of sexual abuse 
•fostering children's mental health 
Landmark Victories 
CICH has fought and won many crucial battles to improve the lives of millions 
of children and families. 
• Successful lobbying for: 
• child car seat legislation 
·safety standards for playground equipment 
• regulations regarding the flammability of children's sleepwear 
• The publication of various resources including: 
•The Health of Canada's Children: A CICH Profile 
•National Breastfeeding Guidelines for Health Care Providers 
• Child Sexual Abuse Prevention: A Resource Kit 
• Surveys of: 
• family-centred maternity care in Canadian hospitals 
• newborn resuscitation in Canadian hospitals 
• immunization policies 
Every time a 
child puts on a 
bike helmet, is 
strapped into a 
car seat, or 
goes to bed 
wearing flame-
resistant 
pyjamas, the 
worko/CICH 
and its partners 
is visible. 
CICH is able to serve as an effective voice for children thanks to the generous support of private foundations, 
corporations and individuals. Our donors enable CICH to address important issues for all Canadian children-issues 
which would otherwise fall through the cracks. 
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